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Abstract 
This paper details an exploratory investigation of psychological factors that may 
influence the adoption/rejection of postural training devices from the perspectives of 
two potential user groups (clients and practitioners).  The aim was to elicit perceived 
advantages and disadvantages from potential users and to apply psychological 
principles to examine, and potentially counter perceived barriers to use. A small 
sample (50) of general public members, physiotherapists and occupational therapists 
were surveyed using open-ended questions designed to elicit information about 
current practices and attitudinal beliefs about postural training.  Results suggested that 
members of the public fall into two categories according to whether they would use 
the device for prevention or treatment.  This group identified issues such as lack of 
need, time consuming, and motivations to comply.  Practitioners highlighted that lack 
of research, lack of ability to trial a product, and issues of cost and non-compliance by 
consumers and were seen as prohibitory to use.  A number of theoretical principles of 
behaviour change were then related to the findings including: the stages of change 
model, behavioural learning, message framing, persuasion, attitude-behaviour 
relationships, motivations and impression management.  Client cost objections to 
treatments and the need to integrate research findings into practice are also discussed.  
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Psychological factors influencing adoption of postural training devices: Implications 
for practice. 
 
Introduction 
 
The range of techniques and devices available to physical health practitioners for 
postural training is growing.  While the more traditional treatments such as 
shoulder/back taping, prescriptive exercises, and use of braces remain popular, new 
devices are being introduced on to the market.  It is imperative that practitioners make 
informed decisions regarding the prescription and use of techniques based not on 
habit or tradition, but rather, on an up-to-date evidence-base [2].  Professions are 
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increasingly incorporating psychological principles into their training and practice in 
order to provide a more holistic approach to care [6].   
 
The current study was an exploratory investigation of the psychological factors 
(including perceived barriers) influencing the adoption (or rejection) of postural 
training devices from the perspectives of two potential user groups - consumers and 
practitioners.  Specifically, a new postural training device that utilises basic 
biofeedback principles was chosen to examine perceived barriers to purchase and use 
from a psychological perspective.
1
  The aim was to elicit perceived advantages and 
disadvantages from both potential user groups and then, to apply psychological 
principles to explore, explain, and potentially counter the perceived barriers.  If the 
barriers to use of postural training devices can be better understood, practitioners 
would be in a better position to evaluate and prescribe new techniques/devices, and to 
assist clients in their optimal use.  A preliminary literature review conducted prior to 
the study indicated that likely barriers included motivational issues regarding use of a 
training device and non-compliance with treatment programs.  As will be discussed 
throughout this paper, issues relating to changing behaviour, motivation, compliance, 
perceived lack of need for the product, and cost objection arose in the current study.  
Each of these issues will be discussed using theoretical principles chosen on the basis 
of having supportive research and being particularly related to health psychology and 
preventative health measures. 
 
2 Method 
 
                                                 
1
 The device used in this study was recently developed by an Australian occupational therapist.  For 
specific information regarding this device, please contact www.backtone.com  
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A survey designed specifically for this study was used to investigate barriers towards 
purchase and use of postural training devices (including the specific device).  The 
survey consisted of a series of open-ended questions designed to elicit information 
about current practices and attitudinal beliefs about postural training [8].  As two 
potential user groups were identified (i.e., clients and practitioners), two separate 
questionnaires were developed - one for the general public and one for health 
practitioners.  The sample consisted of 33 general public members and 17 health 
practitioners.   
 
The general public version of the questionnaire sought information about the need for 
postural training in general (e.g., “Do you think postural training is important for your 
health?”), as well as information specific to the device under examination (e.g., “In 
your opinion, would this device be an effective postural training device?, Why/why 
not?”).   The health practitioner version of the questionnaire asked questions relating 
to current practice techniques (e.g., “Have you previously purchased or used postural 
training devices?”) as well as views on postural training in general (e.g., “What do 
you consider to be the advantages and disadvantages of postural training devices”?), 
and the specific training device (e.g., “What factors may prevent you or your patients 
purchasing or using this postural training device?”). A covering letter and a de-
identified product brochure that contained all relevant information except the product 
name and contact details accompanied each questionnaire. The de-identified brochure 
was included in an effort to gain unbiased opinions from respondents, and also, to 
ensure that respondents did not view the survey as a marketing tool.  Participation was 
voluntary, and no identification details were recorded to protect anonymity. 
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A small group of the health practitioners (4) were approached to trial the device for a 
2-day period and then asked to complete the health practitioner questionnaire.  As 
their responses did not differ from the other practitioners, results are reported as 
composite scores.  A total of 17 practitioners responded to requests to participate in 
the survey (13 physiotherapists and 4 occupational therapists). 
 
3 Results 
 
3.1 General public results 
The most dominant theme from the general public respondents was that whilst 
postural training was acknowledged as being important for good health (79%), there 
was little perceived need.  The majority of respondents (85%) reported that they did 
not need postural training and would not purchase a postural training device (85%). 
The primary perceived advantages from using the postural training device included 
better posture, less pain, and increased education about posture.  The primary 
perceived disadvantages included discomfort, lack of motivation, conspicuousness 
and cost.  Factors cited as preventing a member of the public purchasing the device 
included: “Don‟t need it” (57%); “Too expensive” (18%); “Too time 
consuming/couldn‟t be bothered” (18%); and “Want more research on it” (12%).  
Thus, despite the majority of respondents reporting postural training was important 
for their health, and that they felt the postural training device would be effective, only 
9% reported they would be likely to purchase it. More than half indicated no need for 
it. 
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An interesting finding emerged in relation to practitioner consultation. 73% of 
respondents reported that a mandatory practitioner visit in order to purchase the 
postural training device would not deter them from purchasing, with 25% of this 
group reporting it would actually encourage rather than deter them.  
 
A general summary of the findings from this group of respondents indicates that while 
people acknowledged the benefits of good posture, and saw the postural training 
device as a worthwhile preventative product, many did not believe they needed such 
an intervention.  This suggests that there may be two potential sub-groups within the 
general public users: 
 
1. A Treatment group - those seeking treatment for back/neck pain, and 
2. A Preventative group - those who wish to maintain good health and prevent 
the development of back/neck problems later in life. 
 
Further, as many people reported that use of the device would be too time consuming 
and would require motivation to comply with the training regime, this may also 
indicate that consumers recognise that non-compliance issues may have to be 
addressed before they would consider purchasing the product.   
 
3.2 Health practitioner results 
All but one practitioner reported an awareness of postural training devices and that 
postural training was an important part of their practice.  The primary perceived 
advantages from using the postural training device (as cited by more than 50% of 
respondents) included improved treatment outcomes and postural education.  While 
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many reported biofeedback features as advantageous for postural training, some 
characteristics of the device such as “discomfort” and “conspicuousness” were 
reported as potential disadvantages.  Factors preventing purchase or recommendation 
included “cost” (76%) and “efficacy of results” (28%), with a small cohort of 
practitioners actually wanting to trial the device themselves before recommending it 
to clients.  Lack of research and trials of the device were indicated as concerns across 
several different questions.  Client motivation and non-compliance issues were 
reported as relating to effectiveness and likelihood of recommending it to clients. Cost 
was reported as an issue by some practitioners, while improper compensatory posture 
and movement were also reported as disadvantages or concerns with the product. 
 
In summary, the findings from the practitioner respondents indicate that lack of 
research, lack of ability to trial the product, and issues of cost and non-compliance by 
consumers and were seen as prohibitory.   
 
4 Application of relevant theoretical principles to the findings 
 
In light of the themes that surfaced from both groups, several theoretical perspectives 
are suggested as ways of countering some of the barriers inherent in them. 
 
4.1 Stages of Change Model          
This model, widely used in health psychology, provides a framework to help classify 
current actions and future intentions of intentional behaviour change [21, 4]. 
The five stages of change are: 
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1. Pre-contemplation - no desire to change and not likely to recognise a problem 
with behaviour. 
2. Contemplation - not yet ready for change, but are becoming aware that there is 
a problem. 
3. Preparation - ready to try and change and plan to do so within the next month. 
4. Action - normally spanning a 6-month period, this phase sees active 
modification of the offending behaviour. 
5. Maintenance - person works to maintain their change achievements. Note that 
Relapse can occur at any stage. 
 
Research regarding changing health-related behaviours acknowledges that people 
have individual psychosocial characteristics and require different types of information 
or interventions, according to the stage of the model they fall into [25].  For example, 
in the pre-contemplation stage, there is little point providing a 6-point action plan to 
someone when they see nothing wrong with their current behaviour and don‟t intend 
changing.  Someone in this situation is likely to exhibit active resistance to 
suggestions of change.  Research suggests that specific strategies and encouragement 
(including self-efficacy) be provided at the preparation and action stages, while 
factual statements about the severity of the behaviour may be more useful in pre-
contemplation and contemplation stages [13].  
 
The first two stages, pre-contemplation and contemplation, relate to individuals who 
may not perceive they have a problem and are not committed to change [21].  Based 
on the results of the current survey, the majority of general public respondents appear 
to be in these two stages (i.e., stated that postural training was important for good 
 10 
health, but did not see themselves as needing it).  Pre-contemplators and 
contemplators are likely to process little information about the problem, devote 
minimal resources to evaluating whether they need to change, and resist messages 
promoting change [21].  As these individuals are not actively seeking treatment for a 
specific problem, the purchase and use of a postural training device would more likely 
be for preventative purposes, rather than a treatment-focused reason.  Practitioners 
may benefit from understanding which stage of change their client is in and therefore, 
what strategies or information to provide them with (as per the Stages of Change 
model).  Selected targeting of information in this way may assist with overcoming 
some of the motivational issues mentioned by the general public respondents. 
 
When evaluating messages regarding prevention of health problems, individuals 
assess the perceived severity of the threat, their vulnerability to the threat, and the 
effectiveness of preventative measures [22].  In relation to postural training devices 
then, people will decide if they believe they are vulnerable to developing postural 
problems, how severe the problems may be, and whether or not the product will be 
effective in preventing future problems.  If there is a negative evaluation during any 
of these processes, motivation to engage in the preventative measures declines [15].  
Additionally, if the perceived costs (e.g., embarrassment, time commitment, price) 
outweigh the benefits of improved posture, people will not form intentions to 
purchase the product [7, 20].  One way to try to overcome resistance to preventative 
health measures is by message framing [23]. 
 
4.2 Message framing 
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A large amount of research has looked at the way health messages are conveyed and 
the results this has on subsequent behaviour.  Identical information can be framed in a 
positive (gain frame) or a negative (loss frame) light.  For example, “It‟s good to have 
good posture” is a gain-framed message, whereas “Poor posture is bad for your back” 
is a loss-framed message.  The effectiveness of the framed message can depend on 
whether the behaviour has an illness-detecting or health-affirming function.  Gain-
framed messages focusing on positive outcomes have been found to be more effective 
for health preventative messages than loss-framed messages which stress potential 
negative outcomes if behaviour does not change.  If a member of the general public 
believes there is nothing wrong with their posture, a loss-frame message (e.g., poor 
posture is bad for your health) is unlikely to entice them to change [23]. 
   
The influence of messages also depends on how much attention the receiver directs to 
the message, previous experience with the situation, and the perceived function of the 
prescribed behaviour (i.e. whether the behaviour is recommended for prevention, 
detection, or recuperation).  If a practitioner recommends a postural training device as 
a recuperative device (i.e. to help manage back pain from sitting at a computer), the 
way the message is framed may have a different effect than if a device were 
purchased for a slouching teenager by their concerned parent (prevention). 
 
As identified above, results of the current study suggest that there are two potential 
user groups within the general public cohort, a treatment and a preventative group of 
consumers.  This differentiation could influence how messages about postural training 
devices are perceived, and different types of promotional material could be considered 
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for each group (i.e., loss-framed messages for the treatment audience and gain-framed 
for the preventative audience). 
 
4.3 Use of messages in persuasion 
The characteristics of the message source may also have significant impact on attitude 
change.  For communication to be effective in changing attitudes, the source must be 
seen as credible, with an expert generally seen as more persuasive than a non-expert 
[16].   
 
In relation to the members of the general public, it may be more persuasive to have an 
expert (e.g., physiotherapist or occupational therapist) inform them that a postural 
training device will be helpful for their neck ache than to read this in a magazine 
advertisement or a poster on a doctor‟s surgery wall.  Source credibility is also 
important when a product has easily verifiable search attributes (i.e. information that 
can be gained from a second-hand source such as advertising or packaging), but less 
readily verifiable experience attributes (i.e. attributes that need to be tried before 
validation is possible, such as wearing a postural training device to experience 
postural change).  In situations where experience attributes are hard to confirm 
without extensive trialing of the product before purchase, the message (advertisement) 
should be more believable and persuasive if delivered by a highly credible source 
[12]. 
 
4.4 Relationships between attitudes and behaviour 
Many psychological theories describe relationships between attitudes and behaviour.  
Some of the more widely applied theories include the Health Belief Model (where 
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perceived threat of illness is judged according to its perceived seriousness, one‟s 
perceived susceptibility to it, and how often one is reminded about it); and the Theory 
of Planned Behaviour (where a person‟s own attitude and the attitudes of others 
around them towards a behaviour, combined with their own perceived control over 
the situation, influence their intentions and behaviour) [1, 9].  In the current study, 16 
of the 17 health practitioners surveyed reported that while postural training was an 
important part of their practice, only seven indicated they would be likely to purchase 
the product.  This finding is in line with a widely accepted incongruency in attitude-
behaviour relations, in that positive attitudes are not perfect predictors of future 
behaviour.  
 
4.5   Motivated Reasoning 
This theory relates to the way in which people evaluate and assimilate new 
information.  It suggests that a person evaluates new information according to pre-
existing biased groups of cognitive processes or strategies.  These evaluations are 
judged against what an individual already believes and are therefore biased by the 
motivation to arrive at conclusions congruent with current thinking [14].  As already 
noted, practitioners reported a heavy reliance on previously learned or acquired 
techniques when making treatment decisions, rather than on research evidence.  
Motivated reasoning suggests that the greater the incongruency between prior 
personal experience and new research, the more motivated a practitioner may be to 
continue with their „tried and tested‟ approach, rather than employ new techniques. 
 
A related concept is impression management, where a practitioner, keen to protect 
their professional reputation, is likely to be apprehensive about recommending a 
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product they are not completely convinced about [3]. Similarly, recall bias may come 
into play when a therapist recommends a particular treatment modality based on their 
„selective memory‟ of only the cases with positive treatment outcomes [2].  Several of 
the practitioners surveyed in this study reported the desire to try the postural training 
device for themselves before recommending it. Instigating a system where health 
professionals could familiarise themselves with new devices would provide an 
opportunity for practitioners to personally establish the benefits and applications of 
the product. Research from Australia and Great Britain suggests that treatment 
techniques taught during a therapist‟s initial training, experience of treatment 
outcomes (gained from treating previous clients), and information from practice-
related courses are the primary influences on treatment choice [27].  As such, it is 
imperative that therapists have the opportunity to become familiar with new products 
(and their benefits) to enable uptake of the products.  
 
4.6 The call for evidence 
 
Prior training and personal experience however, should not be the sole influences on 
treatment choices.  As over one quarter of the professionals surveyed indicated an 
interest in the efficacy of results of the postural training device, this hints at the call 
for more evidence-based data on which practitioners can base treatment choices. A 
review of physiotherapy and occupational therapy databases indicates that there is a 
discrepancy between what has been established as good practice by research, and how 
much of this knowledge actually translates into evidence-based practice [28].  An in-
depth discussion about the use of evidence from clinical trials can be found in Elkins, 
Moseley, Sherrington, Herbert, and Maher [5].  A recent study of physical therapists 
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examined the integration of evidence-based information regarding back and neck pain 
into practice, suggesting that a significant proportion of practitioners did not 
necessarily acknowledge, or implement new research evidence in their practice [19].  
While this study was conducted in Sweden, it appears that the same conclusions can 
be drawn about practice in Australia.  In the aforementioned research by Turner & 
Whitfield [27], Australian therapists‟ use of research literature in selecting treatment 
alternatives was virtually non-existent. 
 
Together, these results suggest varying degrees of willingness to integrate evidence-
based information into clinical practice.  This sentiment is supported by recent 
comments of the editor of the journal, Physiotherapy, Michele Harms, who noted that 
„within the profession there still appears to be a reticence to recognise the importance 
of rigorous research‟ (p. 1) [10].  However, Harms acknowledges that clinical studies 
(both large- and small-scale) are increasing, and emphasises that the international 
profession at large is growing „impatient for an evidence base‟ (p.1) [10].  Results of 
the current study support this stance. 
 
4.7 Behavioural learning 
Research strongly supports the use of reinforcements to induce behaviour change 
[24].  Operant conditioning relies on the use of positive and negative reinforcement or 
punishment to either encourage or extinguish selected behaviours.  Devices reliant on 
biofeedback principles can harness these principles to provide the important 
reinforcement component.  The use of biofeedback to enable active participation in 
one‟s own rehabilitation or cure is well established.  Olton & Noonberg [18] report 
many and varied successes with the technique across a range of physical conditions.  
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Behavioural medicine emphasises the importance of having active participation by the 
client [26].  Critical to operant principles is the delay between performance and 
receipt of reinforcement.  The more timely the reinforcer, the more likely is accurate 
learning [18].  As biofeedback devices can provide almost immediate feedback, the 
strength of the reinforcement is likely to be heightened.  To optimise accurate 
learning, research suggests feedback must be rapid, consistent, and precise [18].  
Specifically, in the initial phase of learning, precise feedback is essential as it 
highlights even slight changes in the desired direction of the new target behaviour 
(known as shaping) [17].  While biofeedback devices can provide such feedback, the 
role of the practitioner in providing feedback to clients using other treatment 
techniques is also vital.  
 
Both groups surveyed in the current study highlighted the potential for non-
compliance as a potential barrier to purchase and use of the product.  As some 
behaviour modification programs use techniques such as behavioural contracting and 
behavioural checklists to encourage and track progress, the inclusion of a checklist for 
clients to complete as their treatment progressed may assist in overcoming non-
compliance [24].   
 
4.8 Cost objections 
The cost of the device was cited by many of the respondents in both survey groups.  
Relating this back to whether a person feels they need the product (refer Stages of 
Change Model), the objection to cost can be two-fold.  The person may believe that 
the price is too expensive for the item (value objection) or that the price exceeds their 
budget (cost objection) [11].  The introduction of hiring schemes (for more expensive 
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devices) may assist in countering the cost objection issue.  The value objection 
however, is likely to stem from a lack of perceived need for the product (refer to the 
section on stages of change model).  
 
 
5 Study limitations 
It is recognised that the sample used in the current study is small and non-
representative, and as such, caution should be exercised when interpreting the 
findings.  Nevertheless, the results offer valuable qualitative data regarding an 
important area in contemporary health treatment and practice. 
 
6 Summary 
Results of this exploratory research highlight some important areas that require 
ongoing attention from health practitioners in relation to postural training, and more 
broadly, in relation to holistic treatment generally.  Attention to client motivation 
levels and the way that information is portrayed to potential clients (i.e., the way that 
messages are framed) are important components in the practitioner/client treatment 
relationship.  Similarly, knowledge, understanding and integration of evidence-based 
treatment options by practitioners are vital for optimal health outcomes.  
Contemporary health practice requires health professionals to consider a variety of 
factors that influence both practitioner and client awareness and uptake of new 
treatments.  This study aimed to highlight the broad range of factors that impact on 
treatment choices using a psychological perspective with a view to providing a more 
holistic approach to treatment. 
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